Attachment 4.19-D.
Part 1

NEW YORK STATE DEPARTMENT OF HEALTH
DIVISION OF HEALTH CARE FINANCING

INSTRUCTIONS: PATIENT REVIEW INSTRUMENT (PRI)

GENERAL CONCEPTS

USING THESE INSTRUCTIONS: These instructions and the training manual should ve read before
completing the PRI. These instructions should be kept with the PRIs as they are being completed.
FREQUENT REFERENCE TO THE INSTRUCTIONS WILL BE NEEDED TO COMPLETE THE
PRI ACCURATELY.

ANSWER ALL QUESTIONS: Answer all questions using the numeric codes provided. DO NOT

'LEAVE ANY QUESTIONS TOTALLY BLANK. UNUSED BOXES FOR A QUESTION SHOULD

REMAIN BLANK. For example, Medical Record Number should be entered: //9/6/2/1/0 /. If
there are unused boxes, they should be on the left side of the number as shown in the example.

QUALIFIERS: Many of the PRI questions contain multiple criteria which are labeled qualifiers.
All qualifiers must be met for a question to be answered yes. These qualifiers take the following
forms:

» TIME PERIOD - The time period for the questions is the past four weeks, unless stated
otherwise. For patients who have been in the facility less than four weeks (that is, new
admissions or readmissions), use the time from admission to PRI completion as the time frame.

- FREQUENCY - The frequency specifies how often something needs to occur to meet the
qualifier. For example, respiratory care needs to occur daily for four weeks or the PRI cannot
be checked for this patient as receiving this care.

- DOCUMENTATION - Some of the questions require specific medical record documentation to
be present. Otherwise, the question cannot be answered “yes” for the patient.

o EXCLUSIONS - Some of the questions specifically state to omit certain types of care or behavior
when answering the question. For example, inhalators are exciuded from respiratory care.

ACTIVITIES OF DAILY LIVING: The approach to measuring ADLs is slightly different from the other
PRI questions. Measure the ADLs according to how the activity was completed 60% or more of
the time during the past four weeks. Read the specific instructions for ADLs to understand the
CHANGED CONDITION RULE and other details. PERFORMANCE: Measure what the patient
does, rather than what the patient might be capable of doing.

CORRECTIONS: Cross out any responses which you wish to change and re-enter clearly to the

right of the originail response. Example: /3/ 4. QFFlg\ AL

Use pen, not pencil.
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INSTRUCTIONS: PRI QUESTIONS
ADMINISTRATIVE DATA

OPERATING CERTIFICATE NUMBER: Enter the 8 character identifier (7 numbers followed by the
letter "N') stated on the facility's operating certificate. The last character "N" indicates Nursing
Facility.

SOCIAL SECURITY NUMBER: Your PRIs can not be processed unless this question is accurately
entered. Do not leave this question blank, do not enter zero if there is no social security number.
Only use the Social Security number that has been specifically designated for the patient and not
the spouse of the patient. Only use the number that has been assigned by the federal Social
Security Administration. If there is no such number for a patient, a NEW SYSTEM has been
developed to enable all facilities in the State to assign a unique ID number to those patients without
a Social Security number. If a patient was assigned a computer generated number by the
Department, that number should no longer be used. If the patient has no Social Security number,
use this method: Enter the first three (3) letters of the patient's last name (starting to the far left),
and then enter the six digits of the patient's date of birth. Omit the century in the birth date, which
will be either a "19" or "18" as in 1930 or 1896. As an example, if a patient named Cheryl Brant has
no social security number and was born on May 8, 1913, you would enter:./B/R/A/0/5/0/8/1/3 on the
PRI. )

RESIDENT IS LOCATED: Former HRF Area or Former SNF Area. This question has been revised
to reflect the Omnibus Budget Reconciliation Act of 1987 (OBRA '87). It is imperative that nursing
facilities formerly deemed "dual level" complete this section properly.

PATIENT NAME: Enter the patient's name, last name first, in the boxes provided. Enter up to the
first 10 letters of the patient's last name.

MEDICAL RECORD NUMBER: Enter the unique number assigned by the facility to identify each
patient. It is not the Medicaid, Medicare or Social Security number unless that is the number used
by the facility to identify each of its patients.

ROOM NUMBER: Enter the numbers and/or letters which identify the patient's room in the facility.

UNIT NUMBER: Enter the one or the two digit number (01-12) assigned by your facility to each
nursing unit for the purpose of this data collection.

DATE OF INITIAL ADMISSION: Enter the month, day and year the patient (1) entered the present
nursing facility. Use the date of the patient's first admission and not the most recent. If the patient
were transferred from another facility, it would be an initial admission to your facility. As another
example, consider a patient that was admitted to a hospital from your facility and subsequently
loses bed hold. If this patient is eventually readmitted to your facility at the original level of care,

use the original admission date to complete this item. GFFEE
4
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MEDICAID NUMBER: Enter these numbers if patient has the coverage available, whetherOf¢ 3 0
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13. MEDICARE NUMBER: or not the coverage is being used. If not, enter only one zero in the

far right box.

14. PRIMARY PAYOR: Enter the one source of coverage which pays for most of the patient's current
nursing home stay. Code "Other" only if the primary payor is not Medicaid or Medicare. (Do not
code "Other" for a patient with Medicaid coverage supplemented by Medicare Part B Code
Medicaid.) Medicaid pending is to be coded as "Medicaid", if there is no other primary coverage
being used for the patient's present stay.

15A.

REASON FOR PRI COMPLETION: Select the one reason why the PRI is being completed.
Responses 3, 4, and 5§ under Utilization Review have been eliminated.

REIMBURSEMENT ASSESSMENT CYCLE:

Indicate whether this assessment is being completed as a part of a full facility assessment or as part
of a quality assessment cycle for new admissions only.

1.

15B.

Biannual Full Facility Cycle - The data collection during which all the patients residing in the
facility are assessed. These PRI assessments include patients who were assessed during your
previous PRI data collection and any new admissions.

Quarterly New Admission Cycle - The "new admission only data collection,” involving only
patients who were not assessed at their present level of care during your previous full facility
data collection are reviewed. This specific PRI data collection occurs three months after your
full facility PRI data collection. A new admission may be a new patient from the hospital,
community or another nursing facility; or was hospitalized during your previous full facility
assessment (regardiess of bedhold).

WAS A PRI SUBMITTED BY YOUR FACILITY FOR THIS PATIENT DURING A PREVIOUS
FULL FACILITY AND/OR NEW ADMIT CYCLE: Review your facility's records to determine
whether a PRI for reimbursement purposes was ever completed for this patient.

. MEDICAL EVENTS

16. DECUBITUS LEVEL: Enter the level of skin breakdown (located at pressure points) using the
qualifiers stated below:

Documentation- For a patient to be cited as level 4, documentation by a licensed clinician

must exist which describes the following three components:

o A description of the patient's decubitus.
Circumstance or medical condition which led to the decubitus.

&V‘\; o An active treatment plan.

\
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Definition
LEVELS: - #0 No reddened skin or breakdown.

#1 Reddened skin, potential breakdown.

#2 Blushed skin, dusty colored, superficial layer of broken or blistered skin.
#3 Subcutaneous skin is broken down. -

#4 Necrotic breakdown of skin and subcutaneous tissue which may involve

muscle, fascia and bone.
#5 Patient is a level 4, but the documentation qualifier has not been met.

Attachment 4.19-D
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17. MEDICAL CONDITIONS: For a “YES” to be answered for any of these conditions, all of the
following qualifiers must be met:

Time Period- Condition must have existed during the past four weeks. (The only
exception is to use the past twelve weeks for question 17H, urinary
tract infection.

Documentation- Written support exists that the patient has the condition.

Definitions- See chart below. (Examples are for clarification and are not intended

. to be all-inclusive.)
EXAMPLES OF
DEFINITION EXAMPLES OF CAUSES TREATMENTS
17A. COMATOSE: Unconscious, cannot Brain insult Total ADL Care
be aroused, and at most can respond  Hepatic encephalopathy Intake and output
only to powerful stimuli. The coma Cerebral vascular accident Parenteral feeding
must be present for at least four days.

17B. DEHYDRATION: Excessive loss of Fever Intake & output

body fluids requiring immediate Acute urinary tract infections Electrolyte lab tests

medical treatment and ADL care. Pneumonia Parenteral hydration
Vomiting Nasal Feedings
Unstable diabetes

17C. INTERNAL BLEEDING: Blood loss Use only the causes Critical monitoring of

stemming from a subacute or chronic  presented in the definition. vital signs

condition (e.g., gastrointestinal, - Exclude external hemorrhoids  Transfusion

respiratory-er genito-urinary and other minor blood loss Use of blood pressur

conditions; JEaN Tay result in low which is not dangerous and elevators

blood pressure and hemoglobin, requires only minor Plasma expanders

pallor, dizziness, fatigue, rapid intervention Blood likely to be

respiration.

needed every 60 day
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DEFINITION

17D. STASIS ULCER: Open lesion, usually
in lower extremities, caused by
decreased blood flow from chronic
venous insufficiency.

17E. TERMINALLY ILL: Professional
prognosis (judgement) is that patient
is rapidly deteriorating and will likely
die within three months.

17F. CONTRACTURES: Shortening and
tightening of ligaments and muscles
resulting in loss of joint movement.
Determine whether range of motion
loss is actually due to spasticity,
paralysis or joint pain. It is important
to observe the patient to confirm
whether a contracture exists and
check the chart for confirmatory
documentation.

To qualify as “YES” on the PRI the
following qualifiers must be met:

1. The contracture must be
documented by a physician,
physical therapist or occupational
therapist.

2. The status of the contracture
must be reevaluated and
documented by the physician,
physical therapist or occupational
therapist on an annual basis.

There does not need to be an active
treatment plan to enter “YES” to
contractures.

EXAMPLES OF CAUSES

Severe edema
Diabetes
PVD

End stages of:
Carcinoma, Renal
disease, and
Cardiac diseases

Attachment 4.19-D
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EXAMPLES OF
TREATMENTS

Sterile dressing
Compresses
Whirlpool

Leg elevation

ADL Care
Social/emotional
support
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17G.

17H.

- DEFINITION EXAMPLES OF CAUSES

DIABETES MELLITUS: A metabolic Destruction/malfunction of the
disorder in which the ability to oxidize  pancreas

carbohydrates is compromised due to  Exclude hypoglycemia or
inadequate pancreatic activity hyperglycemia which may be
resulting in disturbance of normal a diabetic condition, but by
insulin production. This may or may itself does not constitute

not be the primary problem (Q. 29) or  diabetes mellitus

primary diagnosis. It should be

diagnosed by a physician. Include

any degree of diabetes, stable or

unstable, and any manner it is

controlled.

URINARY TRACT INFECTION: Exclude if symptoms are
During the past twelve weeks present, but the lab values are
symptoms of a UTI have been negative

exhibited or it has been diagnosed by
lab tests. Symptoms may include
frequent voiding, foul smelling urine,
voiding small amounts cloudy urine,
sediment and an elevated
temperature. May or may not be the
primary problem under Q.29. Include
as a UTI if it has not been confirmed
yet by lab tests, but the symptoms are
present. Include patients who appear
asymptomatic, but whose lab values
are positive (e.g., mentally confused
or incontinent patients).
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EXAMPLES OF
TREATMENTS

Special diet
Oral agents
Insulin
Exercise

Antibiotics
Fluids
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171.

17J.

- DEFINITION

HIV INFECTION SYMPTOMATIC:
HIV (Human Immunodeficiency Virus)
Infection, Symptomatic: Includes
Acquired Immunodeficiency
Syndrome (AIDS) and HIV related
illnesses. The patient has been
tested for HIV infection AND a
positive finding is documented AND
the patient has had symptoms,
documented by a physician,_nurse

practitioner (in conformance with a

written practice agreement with a
physician), or physician assistant as
related to the HIV infection.
Symptoms include but are not limited
to abnormal weight loss, respiratory
abnormalities, anemia, persistent
fever, fatigue and diarrhea.
Symptoms need not have occurred in
the past four weeks. Exclude patients
who have tested positive for HIV
infection and have not become
symptomatic, and patients who have
not received the results of the HIV
test.

ACCIDENT: An event resulting in
serious bodily harm, such as a
fracture, a laceration which requires
closure, a second or third degree
burn or an injury requiring admission
to a hospital.

To qualify as “YES” on the PRI the
following qualifier must be met:
1. During the past six months
serious bodily harm occurred as
the result of one or more

accidents.
N___99-34

EXAMPLES OF CAUSES
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EXAMPLES OF
TREATMENTS
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EXAMPLES OF
-~ DEFINITION EXAMPLES OF CAUSES TREATMENTS

17K. VENTILATOR DEPENDENT: A
patient who has been admitted to a
skilled nursing facility on a ventilator
or has been ventilator dependent
within five (5) days prior to admission
to the skilled nursing facility. Patients
who are in the process of being
weaned off of ventilator support will
qualify for this category for one month
after extubation if they are receiving
active respiratory rehabilitation
services during that period. Patients
in the facility who decompensate and
require intubation also qualify for this
category.

All services shall be Provided in accordance with Sections 416.13, 711.5 and 713.21 of Chapte
V of Title 10 of the Official Compilation of Codes Rules and Regulations of the State of New
York. B

18. MEDICAL TREATMENTS: For a “YES” to be answered for any of these, the following qualifiers
must be met:

Time Period- Treatment must have been given during the past four weeks in
conformance with the frequency requirements cited below and-is-stil
be required. For medical treatments having a daily frequency
requirement, treatment must be provided every day of the four week
period, except for residents newly admitted during the period. For
residents newly admitted during the four week period, treatments
required daily must have been provided each day from admission to
the end of the four week period and documentation must support the
seriousness of the condition and the probability that treatment will-
continue for at least four weeks.

Frequency- As specified in the chart below. (The only exception is to use the past
' twelve weeks for question 18L, catheter.)

written practice agreement with a physician), or appropriately

Documentation- \\’ Physician order, nurse practitioner order (in conformance with a

‘\\ cosigned physician assistant order specifies that treatment should be
% given and includes frequency as cited below, where appropriate.

oy

Exclusions- See chart@ r)ext page.
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18A.

18B.

18C.

18D.

18E.

18F.

18G.

- SPECIFIC
DEFINITION FREQUENCY

TRACHEOSTOMY CARE: Care for a
tracheostomy, including suctioning. Exclude
any self-care patients who do not need daily
staff help.

Daily

SUCTIONING: Nasal or oral techniques for
clearing away fluid or secretions. May be for
a respiratory problem.

OXYGEN THERAPY: Administration of
oxygen by nasal catheter, mask (nasal or
oronasal), funnel/cone, or oxygen tent for
conditions resulting from oxygen deficiency
(e.g., cardiopulmonary condition).

RESPIRATORY CARE: Care for any portion
of the respiratory tract, especially the lungs
(for example COPD, pneumonia). This care
may include one or more of the following:
percussion or cupping, postural drainage,
positive pressure machine, possibly oxygen to
administer drugs, etc.

NASAL GASTRIC FEEDING: Primary food
intake is by a tube inserted into nasal
passage; resorted to when it is the only route
to the stomach.

PARENTERAL FEEDING: Intravenous or
subcutaneous route for the administration of
fluids used to maintain fluid, nutritional intake,
electrolyte balance (e.g., comatose, damaged
stomach).

WOUND CARE: Subcutaneous lesion(s)
resulting from surgery, trauma, or open provided or is
cancerous ulcers. professionally

~ -~ Ur ““- judged to be

Daily

Daily

Daily

None

None

Care has been

: needed for at
least 3
consecutive
weeks

w 99-34
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EXCLUSIONS

Self-care patients

Any tracheostomy
Suctioning

Inhalators
Oxygen in room, but not
in use

Suctioning

None
Gastrostomy not
applicable

None
Gastrostomy not
applicable

Decubiti
Stasis ulcers
Skin tears
Feeding tubes
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18H.

18l.

18J.

18K.

SPECIFIC
— DEFINITION FREQUENCY
CHEMOTHERAPY: Treatment of carcinoma None

through IV and/or oral chemical agents, as
ordered by a physician, nurse practitioner, (in
conformance with a written practice
agreement with a physician), or physician
assistant when the physician assistant's order
is appropriately cosigned. (Patient may have
to go to a hospital for treatment.)

TRANSFUSIONS: Introduction of whole None
blood or blood components directly into the

blood stream. (Patients may have to go to a

hospital for treatment.)

DIALYSIS: The process of separating None
components, as in kidney dialysis (e.g., renal

failures, leukemia, blood dyscrasia). Patient

may have to go to a hospital for treatment.

BOWEL AND/OR BLADDER Very specific
REHABILITATION: The goal of this And unique
treatment to gain or regain optimal bowel for each patient

and/or bladder function and to re-establish a
pattern. It is much more than just a toileting
schedule or a maintenance/conditioning
program. Rather it is an intense treatment
which is very specific and unique for each
patient and is of short term duration (i.e.,
usually not longer than six weeks). NOT ali
patients at level 5 under Toileting Q.22 may
be a "YES” with this question. The specific
definition for bladder rehabilitation differs from
bowel rehabilitation; refer below:

Attachment 4.19-D
Part 1

EXCLUSIONS

None

None

None

Maintenance toileting
schedule

Restorative toileting
program but does not
meet the treatment
requirements specified in
the definitions
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